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{R 000} INITIAL COMMENTS {R 000}
This visit was for a Post Survey Revisit (PSR) to
the Investigation of Complaints INO0150201 and
IN00150256 completed on June 10, 2014.
Complaint INO0150201 - Corrected.
Complaint INO0150256 - Corrected.
Survey date:
July 11, 2014.
Facility number: 001148
Provider number: 001148
AIM number: N/A
Census bed type:
Residential: 67
Total: 67
Census payor type:
Other: 67
Total: 67
Sample: 3
Wood Ridge Assisted Living was found to be in
compliance with 410 IAC 16.2-5, in regard to the
PSR to the Investigation of Complaints
IN00150201 and IN0O0150256.
Quality Review completed on July 14, 2014, by
Brenda Meredith, R.N.
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